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STRUCTURES DEREK INTERNATIONAL S.A.

Employer's report of injury

PROJECT NAME: TRS Sensoe Cde.

EMPLOYEE INFORMATION

NAM
ADDRESS;

LOSS INFORMATION

- DATE OF LOSS S 1 271 2010
TIME EMPLOYEE BEGAN WORK 00 Grn
TIME OF LOSS {298 FPm
DATE EMPLOYER NOTIFIED LW
LAST DAY WORKED 5 1R I 2010
DATE RETURNED TO WORK / /
DATE DISABILITY BEGAN / /

INJURY / EXPOSURE INFORMATION

Nature of Injury end Description:
~ GO & .—m[ er Ptc%uw‘mn;. i Sﬂ’fa.t»eﬁ.

Body part and Description:
L.eld 'i\t-f\lc.\ R 5 el

Cause of Injury and Description: y ScissoC

b iﬂ_\r\‘b\d{iﬂc MHJ&%_‘PGA 4 3
\ leca G}r}"f]‘ Lawslst ihder teel Pl lins! v, "

e LoGs o %JJWMM_QM%

Was the injury / expasure fatal? If yes, date of degth? /4@)




Hb/Wd/ 2Bl 12:48 6174186885 COMNTINENTAL PAGE

TS

LOSS DETAIL INFORMATION
Desceribe accldent - glve sequence, of evants "
While Woldiae woelding calle &—hr.ua\mal wiTh SCASSOC

Lkt celole galt mandy o

Dascribe object that directly caused the accident
(ol _[ 8 sciesor .

Describe equipment _matarials or chemicals In use gt the time

Sa;;owr \\QAF

Describe work pracess emplayee was engaged in at time of accident

oA e
.

Describe what employee was doing when injured

'_rrmu-q:\.w\cl vy Qe fsor !£+

Were safeguards / safety equipment provided? Were they used?

yes

INITIAL TREATMENT / WITNESS INFORMATION

Initial treament

eXion closed with stdehec

Witness Name and Telephone:

Any commentsa

g2/82




COLUMBIA INCIDENT REPORT

Construction Company

Project Number: Date of Incident: Project Name and Address: ‘—\-
/360 6 /a5 /). TRS Modernizaon Proyec
Time of Incident: Location of Incident: ("] Columbia Incident
[/i30am | PeaYooose 3 K subconvadoriodden
BE. = onons b e e e © . O were photographs taken?  £\j )
{71 struck Against [} Fall on same level (] Expsosure to Extreme Heat or Cald {C1] Fire
(] Struck By [7] Fall to different Level [ ] Physical Agents (Noise, radiation, etc.) (] Theft/Vandalism
(7] Caught Between (] Respiratory [C] Contact with Electrical Current [C] Vehicle/Equipment
|:| Sprain/Strain ﬂ Skin Irritant ET Other {please describe below): [] Near Hit

C,\)‘r ‘o (~0\<\\ref‘ S\—m,(,}e( a0 \eflr ‘ﬁcﬁ\r}

Name of Injured: Occu ahon: Employer:
K\o{"e(! P\' ﬁ.
Sex; [ Male D.OR:
[ Female §/21 )87
Lo tTlme? Il Yes [)(] No Fatality?: X] No ] ves
Accident Locauon: Date Reported:

Describe Properly Damaged / Lost / Stolen:

Nature of Damage / Loss: Source / Object Infiicting Damage:

t_?happened (who what where when :and. how) (] were any sketches made? NP

-ucv; Cv\‘imct o, QttZLC o? Aur,:’r u_n\\n @ «_\cu\‘lec ASINE Wy '\xms Cocecq o
}009& Qrece Q bemoec\ 'Q\ *f Fo\\eL\ aﬂ\o \g\'\e Con& GR’ \’\\e qf\«\t}.t’( y(b\\:\
sl mh WS hWead. Ns e ceacked Yo e (‘\\'\Ac’r e vag (’“‘\eé‘ Feom g aep
. conYeco\ Yhe qeradec Scoon \m\‘i\(\qt any pac sk e \00& « Ty
}gow\q S o \\’ Cahe \<\\ro C_OQ\TCKL\T w\}\\ \\\S _&:mq 9\!’ (J\c:\ref; \,)e-re 19 QO cx\ \r\ne SYW“@\

LUAT!ON Listall causes of acmdent oss .

V\.’hal Were the Job Fac[ors Unsafe Conditions, or Unsafe Practices Thal Conlr:buted lo the Incadenljk 2 5\\\(,\'\65 Y\ét’&(‘& %—0 C\bSQ

\~ oo e Aew\o 5\6\»@‘\s woum& _;K

Severity Polential:

(] Major [ Serious [S§ Minor

Reasons for recurrence:

GORREC_:";ION = Descnbs Steps Taken o Prevent Future Incidents /. Losses S
Malke coce dewmo delvas 16 shele a¥ o\ Yumes o Akx?oge& o? (mmeﬂ \Q'}*WCY

Prepared By: Date:

Seany ﬁ‘ﬁ.ﬂff‘&\r&

6 Jool1a




COLUMBIAR INCIDENT REPORT

Construction Company

Project Number: Date of Incident: Project Name and Address:
1366 05/27/2010 IRS Modernization Project 310 Lowell Street  Andover, Ma
Time of Incident: Localion of Incident: [ Columbia Incident
1:45pm Inside phase 1. Exact locatton unknown al this lime. E{J Subcontractor Incident
INGI DE NT TYPE (e = . : | O] were photographs taken?
[] Struck Against { | Fall on same level [:l Exposure to Extreme Heat or Cold [ eire
(7] struck By [ Fall to different Lavel { 7] Physical Agents (Noise, radlation, etc.) [ Theft/vandalism
u Caught Bebween LI Respiratory U Contact with Electrical Current r] Vehicle/Equipment
1 Spraln/Strain ] skin Irritant [¥] other (please describe below): [ Near Hit

Cut to the ring finger on the left hand

Occupalion: Employer: Employér Address énd Teiéphone #:

Iranworker Slructures Derek 185 rue St-Antoine
[+] male D.0.B: Sainte-Maris, Bee, Qo Canada GBE 4B6
[ I remale upervisor Name:
ost lime?: [Y)Yes | ]No _Fatality?: [“Ino  [ves
PROPER: Y'_ DAMAGE G SR ' :
Accident Location: Date Reported:
Describe Property Damaged / Lost / Stolen:
Nature of Damage / Loss: Source / Object Inflicling Damage:

DESCRI PTIO N Descnbe what happened (who what, where when and how) - [l were any skelches made?

The following Is an aocount of what happened as described to me by the Structures Derek Foremai d cut his finger on a
spool of welding wire. Il was reporied ihal’as traveling In a scissor’s life or liff while holding his welding lead in one hand dragging It along with him. The
wielding lead got tangled under a wheel of a Tlhe scissor It and caused-hand to slide back into the welding wire spool causing the injury.

EVALUATION - :Liét'a’tl causes of accident / loss

What Were the Job Factors Unsafe Conditions, or Unsafe Practices That Contributed to the Incident:
An unsafe practice caused this accident. Had the alleged injured party disconnected the welding lead prior to fraveling In the scissor lift the alleged
injury would not have occurred, This is a case of operator error.

Severily Potential:

E__| Major i,—_ISerious Minor

Reasons for recurrence:

CORREG "ION - Descnbe Steps Taken to Prevent Future Incidents / Losses

In future all equipment, cords, etc. should be disconnected prior to moving the scissor liftin a honzontal motion.

Prepared By: Signed: Date:

Sean Filzgerald 06/07/2010




COLUMBIA iINCIDENT REPORT

Construcilon Company

Froject Numher, {ate of incident Project Name and Address:

I'BL¢ 3-18- /0 Trs Blo Lswste. ST ANSeuEK
Time of Incident : Location of Incident: [ ] columbia Indident

S£Trek A CAnaeY A{(_e:n [ stibeontractor Incident

‘HGLDEFT A ¥ i cHs : ) 4 s AR ] Were photographs taken?
E_;| Struck Against Ej' Fall on same level r_] Expsasuu to Extreme Heat ar Cold [} Fire:
I_} Struck By D Fall 1o Different Leve D Physical Agents (Nuise, radiation, etcC) [H] ThvaVandalism
U Caught Botween [ —|Re_.{>|ralmy r] Corntact with Electrical Current

Y Sprain/Strain (] skin Frritant ~—] Other (please desaibe below):

b R Ay IR X5
[ %f%ﬁa“_".- ik . g e :
Oc cupatnon Employer: Enplcyer Address and Teirphone #:
CRzPINTE. 5 COMTRZATOKS| 250 For Ave - 797~ s|¥78
' DeAcdU MA oiR2¢
g MdIme o ¢

Acudm[Lu(ann ) Date Reported: . 1
3-rf-to {

Describe Property Damaged / Lost / Stolen:

Nature of Damage / Los s Source / Ob ject Inflicting Damage:

ﬁESCR e e b B L L
(hile a,lemmcj 2o set accow R Ao detly
C!s&:ﬁmag;& £he Gue .

Paw ok bl G s Donelured Lot hoawd

L_I Were any sketches made?

EVALUATION Skl BRI RS G e e

What Were the Job Factors Unsafe Condmom or Unsafe Practices That Contributed to the Incident

-@wulc{ [’\A\Jc- d\eckeJ Eo See .:-( 6\'\6‘% was :h‘{:l»t q_ur\ Pr\'uf {‘”c.[ﬁtﬂl;tﬂ

Seve rityPotential: ) Re currence Potential:
O major [ Serious Minor ] Ukely (] Occasionat Unlikedy
Reas ans far recurrence:

Have Similar A ccidents / Losses
QOccurred Beforc?, _

Date:

Sial 4 & ()

Safety Manual
COLUMBIA September 2008

Canitr (mon Compary



FORM 101

The Commonwealth of Massachusetts

Department of Industrial Accidents — Department 101
1 Congress Street, Suite 100, Boston, Massachusetts 02114-2017
Info. Line 800-323-3249 ext. 470 in Mass. Qutside Mass. - 617-727-4900 ext. 470
http://www.mass.gov/dia

EMPLOYER’S FIRST REPORT OF INJURY

-

l';_'Print Form ]

DIA USE ONLY

OR FATALITY

THIS FORM MUST BE FILED BY THE EMPLOYER IN THE EVENT OF AN INJURY THAT RESULTS IN DEATH

OR FIVE OR MORE CALENDAR DAYS OF TOTAL OR PARTIAL INCAPACITY FROM EARNING WAGES.
INSTRUCTIONS AND CODES ON THE REVERSE SIDE - Please Print Legibly or Type - Unreadable forms will be returoed.

e 2. Home Telephone Number: | 3. Social Security Number®: 4. Sex:
M ﬁ M [Or
i P Sa. Native Language Code:| 6. Marital Status: 7. No. of Dependents: |

L
i Ow g
4 YIvT 10. Average. Weekly Wage:

E 7 :

‘a E 20\V0 s\ “300 stimated  [_] Actual
[ 11. Employer's Name: u 12, FeficrfLTax 1.D. Number: A

| ateton Comdacding OS - Setiii

I\;! 13. Emplover's Address (No., Street, City, State & Zip Code): 14, Empioycr‘séilephon;: Numaf:c\ \

P L=l Duward: Shrees ‘fl’\'_"“ (Sq"“' - \

L A " i o 15. Industry Code (See Reverse Side):

5 Waker round, YN DRV 'ay

v 16, Workers” Compensation [nsurance C'arrier and Tel. No. (NOT LOCAL AGENT/ADMINISTRATOR)] 17. W.C. Potl_i_c\y Number.

: | 0N e A LIDRO Y InSucance Giroup! Db Y A O]

R | 13 Self-Insured? [ Yes ﬂNo 19. Business Type 2!§{Ser\rice[j Wholesale [ ] Mfg.

1§ Yes, Self-insmer Number: [ Retil [ other

a % % 20a. lnsurer’s Case/Claim File No.:
20. DATE OF INJURY (mm/dd/yyyy: OA | 1o} Dol
21. Was Employee Injured on Employer’s Premiscs? [ves MNO 22. Location of Injury if not on T'myloyer’s Premises: X

X TeS, . DRl W

j | 23. FIRST day of Total or Partial Incapacity to Ears Wages 24. FIFTH day of Total or Partial Incapacity to Eirn Wages

U | (mmiddiyyyy): (mm/dd/yyyy):

R — !

v | 25. If Employee has Died, Date of Death (mm/dd/yyyy): 26. Source of Injury (Chemigﬁ{s. Machinery, etc.):

! L—Oxce/m}\mf\

N | 27. Briefly Dcscrihr. How Injury/E _@s_‘uE‘Oc d and Body Paur‘l(s) involved: " b iy \ ) ,

: 3 W (& i

| Peshing _Q-f. ered, Whion oY Cavamy V¢, We \n\c \unﬁ:,

- \, e : elbwo Oned,

g Proimn& eneratol &nc\r}uruﬁ ¥ x&\q_i{%\ Just oelse |

- C 0 \A\cep et R SN VAP 2L T RO SUD- AR |

% 28 Person to Whom Injury was Reported (list position): * 29. Date Reported (riwwddfyyyy]: 30. Date Reported as work related |

n 3 } - \ \ \ (mm/dd/yyyy): = |

T | Seove. Malmnet “Fogepuai, | DA\ Aot oA Wl

(i) 31 Injury Code(s) Body'ﬂan Code(s) 312, Witmness{es) to Injury - Give Full Namg(s), if none state as such:

R A= oo

b. to body part b
€ lo body part  c.
|
33. Has Employee Returned to Work? Wes D No 34. Date Employee Retunedqo Wns {{'middlgﬁ: |
Ay e » \
_ OANYR |\ 200
35, Employee’s Regular Occupation: 36. Has Employee Retumed to Regular Occupation: Yes D No
| el :
1 R ohFE f_ 2 m\
Cop 137 PREFARER'S Name (SEE INSTRUCTIONS ON REVERSE SIDEY): 38. PREPARER'S Tiile: O %

1N: AL DAy, Ckgashm or

5 CRZ0NNE. WO W MUV . eSS Srain g N

% PREDADIER 'S Siopatur N ST RIS ION 2): [40. Date Prepared (mm/dd/yyyy): 40a. PRE?ARER‘S e-mail address:

R ; L. s [ : i
.- LT 1\ SH RS @ riwron
= | (FAVAN o R - D0
*Disclo S_— of your report. Form 101 - Revised 7/2010 - Repro as needed.

TH]OR DOEﬁ NOT COMSTITUT w*

MPLOYEE'S CLAIM FOR BENEFITS UNDER WORKERS’ COMPENSATION.




OUR FOREMAN AND EMPLOYEE ARE INSTRUCTED NOT TO FILL OUT ANY ADDITIONAL REPORTS. IF YOU
REQUIRE INFORMATION ON ANOTHER FORM PLEASE CONTACT REBECCA KERWICK AT 401-331-2277
EXT. 261 TO AID IN COMPLETION. THANK YOU FOR YOUR COOPERATION.

Accident Reportlr}& and Treatment (ART) Form -

. 2 - I

Job Location __/ 3\6( o e & Job# \.)“5*’4’9 Date _{ /ﬁ/ /’ - =
L] = n

o]

P | Employee Data: Name of Employee: 3

A | Occupation: //éf i Lt Social Security # g

R - ———— .- ] e e e e e e ———

Home Address a

. | &

A | iome Phone # / Other Phone # < v A

e Phone Same g
Accident Data: h %
Date of Injury / . Time . am/pgm ) —

g | AN m
o f D] T
at was the so 0 njury? =

A : _(r)e chFa --JSE injury 3

R I— L *-.—")_. = 2 =
Describe how the injury, occurred-~ i g s

R 4 v g | e T :

B |__ 2558 bl ol 1 o Ve A 1A E ol .
Whath)dy parts (right'or-teft) are involved? 3 j ]

A N B o ]
ot o 1€ Ci P an 2
e

p First Aid Data: Employee 1,/ Did Did Not Request treatment s

A | Whatkind of treatment was provided?

R N —

T | Treatment given by: Time a.m./p.m. rg‘

c Employee may: Return to Work E

Needs Additional Treatment o

o

o

o

Medical Provider Data: *** please give the yellow copy to the physician ****** Hs

3

Medical Facility Name Medical Provider Name 2

e

P Phone Number 8
O

A g

R | Whatkind of treatment was provided?

il :

D New Injury No Injury/liiness found Recurrence of existing condition 3
F'x‘_ecomrr_{endatlons Return to regular work Relt_jm wilh_ resiriciions g
Referral to: Needs Additional Treatment/Follow-up Visit b3

. 0

“** Ploase see billing information and employee care statement on the reverse of this form *** %

z

Return to Work the employee restrictions/work duties have been reviewed and employee g

P returned to Full Duty/No Restrictions was placed in a Modified Duty position ¥

A = g

R can not be accommodated at his time Refused Modified Duty %

T |~ was senthome _ber 't-‘_riecycal ipslructions Refused Outside Treatment e

E | completed b??::?i— T / / _— Employee Sig
Date: V) CVC (fpp: L [ AC ‘0{/,«\.r Date

H. Carr & Sons, Inc. 100 Royal Little Drive, Providence, RI 02904 Phone: 401-331-2277 Fax: 401-454-0163



comMEIA
B e POST INCIDENT REVIEW MEETING

Date of Review meeting: 3/18/2010

Project Name: IRS Renovation Andover
Incident Date 3/19/10
Contractor/Subcontractor DB Contractors Inc, i
Meeting Attendees:
| Neil Webster Safety Director Columbia Construction Company

-1an Gauthier ) Company Manager DB Contractors
Carpenter — injured ee DB Contractors

Purpose of the Review

Neil Webstor stated that the purpose of the meeting is Lo determine exactly what happened, how
improvements can be made to prevent re-occurrence of the same and similar situations, and how the
results can be communicated to assist in preventing re-occurrence of same or similar situations.

What happened

The injured ee was using a powder-actuated fastener tool (pistol gun-type) to fasten wood to a steel I-beam.
The gun was firing intermittently, and the ce attempted to find the problem. The ce removed the fastener
(nail) in the barrel, and was trying to reset the piston pin by pushing it against a picce of wood stock. The
trigger also became frozen, and the ee then began pushing the end of the gun in with his left hand.
Suddenly the pin released, striking the ce in the left palm.

The ee sustained an avulsion and a contusion to his left palm — medical treatment required.

Discussion of contributing factors to the incident
= Although the fastener was removed before the ec a ttempted to fix the tool, he did not remove the
loads (shots).
= The ee acknowledged that the tool was not in very good shape, yet continued to use it.
s The situation was worsened due to the ee trying to free the jammed piston on the palm of his hand.

Improvement Plan ‘
Brian Gauthier will contact the manufacturer’s representative to conduct a training session for all the DB
Contractor carpenters, and will arrange for the refresher course to be conducted annually.

DB will inventory all their tools in stock, including powder-actuated fastener tools, and repair or discard
any tools that are not in perfectly working order.

How will results be communicated

Brian Gauthier will hold a DB Contractors safety meeting which will be mandatory for his employees.
Power and hand tool safety will be discussed, along with safe ladder use, fall protection, and personal
protective equipment. This incident will also be discussed as part of the training.

Brian will also confirm his commitment to safety and emphasize that broken or damaged tools cannot be
used — he needs to be notified immediately if this condition is discovered by any of his employees.

Neil Webster, Safety Director for Columbia Construction Company, will also be in attendance at this
meeting,.





